ABSTRACT
iostpartum endometritis or, more properly, endomyometritis is one of the most common female pelvic infections and often a serious and occasionally fatal complication of delivery. This puerperal infection is named depending upon the extent of the disease process. Endometritis is defined as an inflammation of the endometrium that is present universally after parturition; endomyometritis implies clinically significant infectious involvement of the endometrium and myometrium; and endomyoparametritis represents an extension of the infection to the parametrium. Of course, an extension of the infection into the peritoneal cavity generally results in peritonitis, perhaps intra-abdominal abscess, and generalized sepsis.
Endometritis is 7-30 times more likely to occur after an abdominal delivery, hence, the commonly encountered terms postcesarean endometritis and postcesarean endomyometritis. There is a 5-6% incidence of the infection after elective cesarean deliveries in a low-risk "private" population and a 22-85% incidence after nonelective procedures, especially in high-risk indigent patients in teaching hospitals.
Prophylactic antibiotic coverage decreases the latter incidence by 50-60%. Adolescents are reported to have a 2:1 greater incidence of postpartum endomyometritis compared with the overall prevalence among adults, 23% vs. 11%, respectively, perhaps attributable to the higher prevalence rates of various sexually transmitted diseases among the younger population.
RISK FACTORS
Several factors put a parturient at an increased risk of endomyometritis (Table 1 ). The duration of labor, number of cervical examinations, and prolonged rupture of the membranes are interrelated, subject to obstetric complications such as cephalopelvic disproportion. Rupture of the membranes for >6 h has been associated with a 95% incidence of infection.
The fact that postpartum endomyometritis is more common in human immunodeficiency virus (HIV)-infected women (an incidence of approximately 10.3% vs. 4 .2% in seronegative controls in one preliminary study) demonstrates that compro- 12 The site of infection in the untraumatized uterus is generally assumed to be the denuded implantation site, which is usually high in the fundus far from the contaminated lower uterine segment. 12 Postpartum endomyometritis would, therefore, be considerably less common after a vaginal delivery than after a cesarean delivery, in which the most vulnerable area is the suture line in the contaminated lower uterine segment. 13 There are 2 different clinical presentations of puerperal endomyometritis, with much overlap between them. Late-onset endomyometritis, which may be more common after vaginal delivery than after cesarean delivery, is considered to be an infection with an onset of 2 days to 6 weeks after delivery. 29 Objections have been made regarding the potential for resistant organisms and side effects; however, bacterial resistance is less likely to occur after a single dose than after multiple doses. 9, 3 Furthermore, prophylaxis failure has been attributed to incipient infection at the time of delivery that may limit the effectiveness of the prophylaxis; in other words, the patient needs early therapy, not prophylaxis. Thus, the early identification of patients with underlying infections will allow a timely institution of therapeutic antibiotics.
The type of agent used prophylactically at cesarean delivery has been widely discussed. Generally speaking, no benefit is derived from using more than a single dose of an antibiotic in most cases. 
